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Case History 
A 34-year-old lady complained of abdominal pain, anorexia and watery diarrhea of 2-week 
duration. Pain was mostly confined to the right hypochondrium, stabbing in nature, non 
radiating and demonstrated mild exacerbation with oral intake. It was associated with 7-8 
episodes of loose stools per day but with no overt blood or mucus. The patient appeared pale 
and chronically ill, and her abdominal examination revealed a firm, non tender 6 x 5 cm ill 
defined mass in the epigastrium. Digital rectal examination was unremarkable. The baseline 
investigations including complete blood count, urea and electrolytes, liver function tests, blood 
glucose, coagulation profile were all normal. Serum carcinoembryonic antigen level was 52.7 
ng (normal: 0-3) and stool was positive for occult blood. Her barium meal, barium enema, and 
CT scan of the abdomen with double contrast are shown in Figures 1, 2, and 3.  
 
What is the most probable diagnosis? 
 
Answer on the next page.   
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he natural history of right sided colonic cancers may demonstrate local invasion into the 
adjacent structures. The anatomic relationship between the hepatic flexure and the second 
and third parts of the duodenum on one hand and the transverse colon on the other, allows the 
simultaneous neoplastic and inflammatory involvement of both organs. The present case is that 
of a malignant duodenocolic fistula first recorded by Haldane1 in 1862. Symptoms of a malignant 
duodenocolic fistula are related to the malignant disease and to the abnormal communication 
and include, persistent or alternating diarrhea, feculent vomiting and belching. Abdominal 
masses are present in at least 20% of patients2. Most authors believe that the barium enema is a 
more accurate diagnostic study, although both upper gastrointestinal series and a barium enema 
should be performed3. Ultrasound and double contrast CT studies may delineate the fistulous 
tract and colonoscopic biopsies, when positive confirm the malignant nature of the lesion. 
Preparation for surgery requires the correction of dehydration, anemia, hypoproteinemia, 
vitamin deficiencies, negative nitrogen balance, decreased glycogen stores and electrolyte 
imbalance. Intravenous hyperalimentation would certainly be of value in restoring an adequate 
preoperative nutritional state4.  
Izumi et al5 discussed various surgical modalities and divided them into 4 groups; Right 
hemicolectomy with partial duodenectomy and primary closure of the duodenal wall defect6,  
Right hemicolectomy with partial duodenectomy and "patching" of the duodenal defect using an 
intestinal loop7, Right hemicolectomy with pancreaticoduodenectomy8, and Ileotransverse 
colostomy with gastro jejunostomy9. Profound nutritional and electrolyte disturbances, the extent 
of tumor spread and the patient’s general medical state preclude a uniform surgical approach. If 
the tumor is encompassable by resection, one-stage resection offers both the hope of cure and 
palliation10.   
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